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F 000 INITIAL COMMENTS F 000

 This visit was for the Investigation of Complaint 

IN00107411.

Complaint IN00107411 -- Substantiated.  No 

deficiencies related to the allegations are cited.

Survey date:  May 2 and 3, 2012

Facility number:  000177

Provider number:  155278

AIM number:  100289860

Survey team:

Penny Marlatt, RN

Census bed type:

SNF:  9

SNF/NF:  123

Total:  132

Census payor type:

Medicare:  9

Medicaid:  107

Other:  16

Total:  132

Sample:  4

Golden Living Center -- Bloomington was found 

to be in compliance with 42 CFR Part 483, 

Subpart B and 410 IAC 16.2 in regard to the 

Investigation of Complaint IN00107411.

Quality review completed on May 7, 2012 by Bev 

Faulkner, RN
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